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GENERAL SURGERY. 

Disinfection of Knives. By Dr. Otto Ibbe (Dresden). The 
statement that boiling a knife in a soda solution destroys its edge 
is an old error handed down from one text-book to another. The 
fallacy of it can be proved by anybody who will try the experiment. 
If a knife be found dull after boiling it is either because it had rubbed 
against other instruments or the soda solution was not strong enough. 

To protect the edges while the knives are being boiled the 
author has had a leaden box made containing a tray on which several 
knives can be laid. The bottom and cover of the box are perforated. 
Knives can be boiled in this apparatus an indefinite length of time 
without becoming dull. 

The author has carried on some investigations in order to deter¬ 
mine the percentage of soda in the soda of commerce. 

Pulverized soda contains only from io to 20 per cent, of pure 
soda. Common salt is the most common adulteration. 

Crystallized soda has a more constant composition, and is not 
much adulterated, but it must be remembered that this material, 
when it is pure, contains only 38 per cent, of soda, the remainder 
being water of crystallization. 

By heating the crystallized soda one gets a mass containing 
about 90 per cent, of pure soda. 

Pulverized soda of commerce should never be used, owing to its 
uncertain composition and the large amount of salt present. If 
crystallized soda be used, a 3-per-cent, solution is required in order 
to make a 1-per-cent, solution of pure soda. If one employs the 
desiccated crystals, 1 per cent, will give a solution of the required 
strength .—Archiv fur klinische Chinirgie , Band xlviii, Heft 4. 

G. R. White (New York). 
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LYMPHATIC SYSTEM. 

Rupture of the Thoracic Duct from Contusion of the 
Abdomen. By Dr. Thomas H. Manley (New York). The patient, 
a man, thirty-five years old, of medium height and spare build, was 
admitted to Harlem Hospital, July 3, 1893. On the morning of that 
day, about one hour after he had eaten a hearty breakfast, while 
crossing a street, he was struck with great force over the epigastrium 
by the pole of a brewery-wagon and knocked down on his back. 
Before the driver could stop his horses the front wheel passed over 
the centre of the abdomen. An ambulance was called, and the 
injured man was immediately admitted to the hospital. At this time 
he was in a state of great shock. Hypodermic injections of brandy 
and strychnine were administered and artificial heat applied. The 
man complained of intense pain in the abdomen on the slightest 
motion. There were no marks of injury on the integument, except 
on the right side near the crest of the ilium, where a slight erosion of 
the integument was discovered. The pulse was 70, the temperature 
98° F., and the respirations 20. 

As reaction set in the abdomen commenced to distend and every¬ 
where was exquisitely sensitive. On the day after admission the 
patient complained of pain in the hypogastrium and required cathe¬ 
terization. Except for a slight tinge of blood in the urine its analysis 
was negative. There was no vomiting. Opium was freely given, 
and hot stupes applied locally. On the third day peritonitis with 
enteroparesis was unmistakable. The eyes were sunken, the nose 
pinched, and the. lips and ears cool and blanched. The man was in 
great mental distress and constant suffering, which it required large 
doses of opium to assuage. He was nourished altogether by enemata, 
and was allowed bits of ice to suck to relieve thirst, which now was 
excessive. The abdomen was hard, sensitive, and flattened, the 
knees extremely flexed to relieve muscular tension. The temperature 
on this date was 100.4° F., the pulse 86, and the respirations 32. For 
five days the patient was about the same, except that he was becoming 
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somewhat weaker. On July 10 the symptoms commenced to 
ameliorate, the abdomen was less tender, and he began to demand 
food. The pulse was 80, the temperature ioo° F., and the respirations 
were 21. 

At this time, on the right side, over the right iliac fossa, low 
down over the course of Poupart’s ligament, there was a distinct 
bulging forward of the abdominal wall. This enlarged and diminished 
in volume according to the position which the body took, being much 
the largest when the patient lay on the right side. 

It was well defined, and transmitted a distinct fluctuating sensa¬ 
tion on pressure. The surface of the integument over it was not 
reddened, and not hotter than elsewhere. On percussion, it was 
evident that whatever its nature it had pressed the intestinal coils 
away from it;, for it everywhere emitted a dull sound. It was nowhere 
sensitive, and on firm pressure could be made to quickly disappear. 
An exploratory needle showed the collection to be a fluid of a milky 
color and consistence. An incision was now made into the tumor, 
when a little more than sixteen ounces of a lactiferous fluid was dis¬ 
charged and secured as it came through the incision. The tumor was 
lodged immediately behind the peritoneum, over the sheath of the 
muscles. A drainage-tube was passed into the opening, its free end 
being engaged in a perforated cork in a pint bottle. In the next 
twenty-four hours eight ounces of the same fluid were collected 
through the tube, but a large quantity had made its way out beside 
the tube and saturated everything in near contact. In the next four 
days the daily quantity collected averaged from five to six ounces. In 
the mean time there was much that made its way out into the clothing. 
It continued to drop more or less for ten days, when it finally ceased. 
On the fifteenth day the wound had healed and he was up. The man 
left the hospital August 31, quite restored to health. 

A careful microscopic and chemic examination was made of the 
specimens of fluid evacuated at various times, and it was demonstrated 
to be pure chyle. The color was a bluish-white, very much like that 
of woman’s milk. Its taste was slightly salty. Its odor was feeble, 
14 
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very much like that from fresh warm milk. Its specific gravity varied 
from 1010 to 1019. Under the microscope it was found to contain 
an abundance of characteristic lymph-corpuscles, granules of fat, 
broken-down endothelium, and flakes of an ill-defined substance, prob¬ 
ably altered protoplasm. It always flowed most abundantly after 
eating .—Medical News, November 3, 1894. 


ABDOMEN. 

I. A Contribution to the Surgery of the Pancreas. 

By Dr. W. KOrte (Berlin). The surgical treatment of inflamma¬ 
tions of the pancreas and their sequeke, with the exception of trau¬ 
matic cases, is not much employed. 

The conditions which come most into consideration are trau¬ 
matic inflammations, suppuration, and necrosis of the pancreas. The 
last two are often combined. Haemorrhage from the pancreas is pri¬ 
marily not a condition for surgical treatment; though the subsequent 
condition of sequestrum formation of the pancreas is a proper con¬ 
dition for surgical interference. 

Korte’s experience has involved four cases upon which he has 
operated for suppuration and necrosis, and one other non-suppurative 
case. Two of the cases operated upon died and two recovered. In 
the first case the diagnosis was made during the treatment; in the 
others diagnosis was made before. 

The etiology rests probably in the entrance of micro-organisms 
into the gland from the duodenum. The cause of the spontaneous 
haemorrhages and the etiological connection between necrosis of the 
fatty tissue and necrosis of the pancreas are not yet sufficiently under¬ 
stood. 

Korte’s cases involved three females and two males, varying in 
age from twenty-two to forty-eight years, In one was a necrosis of 
the larger part of the pancreas, in two was suppuration with partial 
necrosis, and in one case suppuration alone occurred. Two of the 
patients were corpulent. Disseminated necrosis of fatty tissue oc¬ 
curred in only one case,—that of an emaciated man. 
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The symptoms in these cases very closely resemble those described 
by Fitz and Seitz. 

They usually began in well persons ; but sometimes the patients 
had previously suffered from disturbances of the gastro-intestinal tract 
or biliary system. The symptoms were severe. Vomiting and ab¬ 
dominal pain in the epigastrium were present. There developed 
great prostration, usually constipation, tympanites, and tenderness. 
The acute stage is easily confused with other diseases, such as gastro- 
duodenitis, poisoning, colic from calculus, peritonitis, intestinal ob¬ 
struction. Sometimes these symptoms abated in a few days or after 
from one to three weeks. The acute stage may end with collapse and 
death, usually from haemorrhage; or it may run on into a subacute or 
chronic form. The patients gradually develop gastric disturbances, 
septic fever, diarrhoea, evacuation of pus per anum, sometimes 
icterus or bronzed skin, and finally die. In only two cases is it 
known that after the exfoliation and passage of the necrotic pancreas 
per anum recovery occurred (Chiari). 

In the subacute # stage Korte has always observed the symptom 
which has been referred to so much in the literature,—namely, the 
appearance of a tumor in the epigastrium, which can be felt between 
the stomach and colon, and which extended to the left and was some¬ 
times most prominent in the left lumbar region. 

The pus which forms in the pancreas and about the organ may 
rupture through into the bursa omental is, where it may form an 
encapsulated abscess or may dissect down back of the peritoneum. 

The autopsies show that the pus may take any of the following 
courses: 

(1) Perforation of the bursa omentalis. 

(2) Burrowing downward to the left behind the descending 
colon. 

(3) More rarely burrowing down to the right. 

(4) Downward between the layers of the mesocolon transversum 
or the mesentery. 

The diagnosis rests upon the characteristic onset, followed by the 
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appearance of the epigastric tumor or the lumbar swelling at the left 
side. 

This may be confused with other purulent infiltrations into the 
bursa omentalis, as occur in gastric ulcer or carcinoma. In the second 
form perinephritic suppuration must be eliminated by very careful 
examination. 

Exploratory puncture in the first form may be of possible value, 
when the preparations are ready for following with immediate opera¬ 
tion. Puncture is also advisable in the retroperitoneal suppurations. 

The pus is very rich in fat, and contains flocculi of grease, ne¬ 
crotic shreds, and few, if any, fatty pus-cells. In one case strepto¬ 
cocci were present, but more frequently the intestinal bacilli were 
found in the pus. 

The treatment depends upon the diagnosis. Abscesses of the 
bursa omentalis require laparotomy, and suture and drainage of the 
abscess wall as a cyst. The retroperitoneal form can be treated by 
incision in the flank. 

In the course of two cases bits of pancreas and pancreas secre¬ 
tions were discharged. Two patients recovered and two died. One 
of these which was operated upon late died after the development of 
an abscess in the spleen and haemorrhage from that organ. The other 
perished from a retroperitoneal burrowing of the pus into the meso¬ 
colon and mesentery. 

No operations have been reported which were performed before 
a diagnosis of pancreatic suppuration had been made. 

Without operation the prognosis is very bad. 

The study and successful treatment of cysts of the pancreas are 
recent data. As yet but a small number have been operated upon, and 
most of those which have been recently encountered have been pre¬ 
diagnosticated. Korte has diagnosticated and operated upon two cases. 

From these observations and from a study of the literature KOrte 
is of the opinion that many of the cases reported as cysts of the pan¬ 
creas are really collections of fluid in the bursa omentalis. — Verhand- 
langen der deutschen G es ells c haft fur Chirurgie , xxm Kongress, 1894. 
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II. Extirpation of the Sarcomatous Floating Spleen. 

By Dr. W. Wagner (Konigshiitte). The author successfully removed 
such a spleen from a woman twenty-seven years of age. The tumor 
weighed 1285 grammes. The blood showed no changes. The micro¬ 
scopic examination of the tumor showed a great richness in round 
cells with very large nuclei. In no part of the growth was any spleen 
tissue to be found. 

Primary sarcoma of the spleen is very rare. Weichselbaum 
speaks of two such cases, which were accidentally discovered at 
autopsies. 

Four cases have thus far been operated upon and reported by 
the following authors : 

(1) Billroth, 1884. Died of recurrence six months later. 

(2) Fritsch, 1888. Recovered. 

(3) Kocher, 1888. Died from recurrences in the lymphatics,— 
lympho-sarcoma. 

(4) Frothmann, 1889. Died fifty hours after the operation from 
haemorrhage. 

The first three cases were women; the last was a man.— Ver- 
handlungen der dents chen Gesellschaft fur Chirurgie , xxm Kongress, 
1894. 

III. The Removal of an Incarcerated Gall-Stone 
from the Cystic Duct. By Dr. Hans Kehr (Halberstadt). Kehr 
reports that among seventy-seven laparotomies for gall-stone he has 
met in twenty-six cases incarcerated concretions in the cystic duct. 
The ordinary operation not resulting satisfactorily in seven cases, he 
adopted the plan of direct excision of the stone from the duct, and 
sewing up the opening through which it was removed. 

He had previously operated by suturing the gall-bladder to the 
abdominal wound, and waiting till the back pressure in the cystic 
duct dislodged the stone. Ordinarily the stone can be removed 
through the fistula by means of a proper spoon or forceps. In two 
of Kehr’s cases he was unable thus to remove the stone, and there- 
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fore opened the abdomen in the linea alba between the xiphoid pro¬ 
cess and the navel. Through this opening the cystic duct was easily 
reached and incised over the incarcerated stone. After the removal 
of the stone the opening in the duct was closed by a double row of 
sutures. The outer fistula served as a safety opening for drainage. 
In both cases the second operation caused the fistula, which had been 
a mucous fistula, to become a biliary fistula. It closed in three weeks. 
In one case the stone became dislodged and moved into the choledo- 
chus ; and caused the regret that it had not been operated upon while 
it was in the cystic duct. 

When the stone cannot be dislodged by the hand in the abdo- 
Ynen the excision of the stone from the cystic duct should be under¬ 
taken. The technique is the same as that of choledochotomy. Cys- 
tostomy should always be combined with cysticotomy. The biliary 
fistula closed in all of the five cases thus operated upon. 

The author has done forty-nine cystostomies. Of these, all re¬ 
covered that were free from complications,—and the number was 
forty-five,— such as suppurative cholangitis, carcinoma, etc.— Ver- 
handlungen dcr deutsclien Gesellschaft fur Chirurgie , xxm Kongress, 
1894. 

IV. The Projections of Calculi into the Ducts of the 
Gall- and Urinary Bladder. By Dr. Helferich (Greifswald), 

(a) Gall-Bladder. —Helferich removed by cholecystotomy from 
a woman, twenty-seven years old, a stone the size of a walnut, which 
was characterized by a peculiar flat, warty surface, and a small peg¬ 
like process at the lower end. The latter had the form of an out¬ 
growth of the gall-bladder into the cystic duct. Shallow lines en¬ 
closing little planes also marked the surface, and represented the 
normal folds of the mucous membrane. 

(U) Urinary Bladder and Ureters. —The same author removed 
by the suprapubic route from a twenty-eight-year-old physician a large 
calculus. After its removal a small surface could be felt, which 
seemed like an incrustation. Attempts to remove this revealed that 
it was a stone, and, indeed, not lodged in an ordinary diverticulum y 
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but in the lower end of the ureter, which it involved for some little 
distance, being slightly curved. After its extraction by carefully 
dilating the mouth of the ureter, a quantity of stinking urine and 
three smaller round stones gushed forth. The case progressed, favor¬ 
ably, but the patient died some months later at his home before he 
could make up his mind to have the diseased kidney operated upon. 
— Verha?idlungen der deuts chen Ges ells chaff fur Chirurgie , xxm 
Kongress, 1894. 

EXTREMITIES. 

I. The Technique of Amputating Limbs. By Dr. S. 

Crede (Dresden). Crede claims that, according to the best statistics, 
not more than one-third of the amputations of limbs heal by first inten¬ 
tion. Out of twenty-two such operations done by himself in the last two 
years, less than half were for injuries, and the rest were for disease. 
Two-thirds of these healed by first intention in the true sense of the 
word, and one-third healed with small local infections which with one 
exception were healed within three weeks. The exceptional case 
took four and a half weeks to heal. 

Contrary to the general custom among the majority of surgeon^ 
of using only skin flaps, Crede makes a flap containing as much mus¬ 
cle as possible. With a wet bandage of coarse mull, eight centimetres 
broad, he binds the flaps tight enough to bring the skin edges together, 
and uses no suture or drain. Over the whole he then applies his 
dressing. The compression which is applied directly upon the skin 
of the stump greatly diminishes the serous discharge, entirely pre¬ 
vents haemorrhage, and renders suture and drainage entirely unneces¬ 
sary. If at some place the skin does not quite come together, the 
narrow strip of granulation which results heals very quickly. The 
skilful application of the compression bandage must be learned by 
experience; but it is not difficult. The bandage makes first a longi¬ 
tudinal excursion on the lower side of the stump, beginning above 
and passing down behind the stump up over its end and ending in 
front and above. Then come oblique and circular turns, and lateral 
longitudinal turns, until the entire stump is methodically enveloped. 
After the first layer has been applied the skin edges can be seen 
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through the coarse mull, and it can be observed whether good appo¬ 
sition has been effected. The bandage is allowed to remain in posi¬ 
tion eight or ten days, when usually the deeper parts are firmly 
healed. 

If pain or high fever develop during the first few days, Crede 
splits the whole dressing down in front, does not take it off, but fas¬ 
tens it by a looser bandage. Abscesses always develop quickly, and 
work outward instead of finding their way into a drain. They heal 
very quickly. All of the cases were able to leave their beds in ten 
days, with the exception of those who had other injuries which pre¬ 
vented. 

With this method it makes no difference whether the operator 
works antiseptically or aseptically, whether he uses the Esmarch blood¬ 
less method or not, about half the time is saved by this operation. 

This method is especially recommended in military surgery. The 
compression prevents the danger of haemorrhage during transporta¬ 
tion.— Verhandlungen der deutschen Gesellschaft fur Chirurgie , xxm 
Kongress, 1894. 

• 

II. Laceration of the Plantar Fascia. By Dr. Led- 
derhose (Strassburg). Ledderhose has observed in ten cases swell¬ 
ing of the plantar fascia the size of a pea in the middle and median 
portion of the sole of the foot, which, in some cases, were the cause 
of much discomfort. These had developed in connection with in¬ 
juries of the leg and foot, usually fractures. The trouble is observed 
at the first attempt at walking after a long period of confinement. 

Though these nodules resemble in many respects the contractures 
of the plantar fascia which Madelung discovered in patients suffering 
from Dupuytren’s contracture of the palmar fascia, still they must be 
classified etiologically as something different. In the cases which 
Ledderhose has observed the symptoms were due to an actual rupture 
of the plantar fascia. This opinion is based upon the following 
grounds: 

(1) The nodules were found only in the foot of the injured side, 
and never in the hands were there any Dupuytren’s contractions. 
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(2) A patient who had sustained a fracture of the malleolus by 
falling observed that immediately after the accident swelling and 
pain were experienced at the points where the plantar nodules after¬ 
wards developed. 

(3) In two other cases the same symptoms occurred after a fall 
upon the foot without a fracture being discernible. One of these 
patients fell from a considerable height, landing upon the right foot. 
After lying in bed for some weeks and then attempting to walk severe 
pain was experienced in the hollow of the foot, so that walking was 
only possible on the outer edge of the foot. About the middle of 
the first metatarsal bone was a nodule about the size of a bean. This 
was excised, and microscopic examination showed that it was fascia 
traversed by a line of young scar tissue. It contained numerous 
newly-formed vessels and connective-tissue cells. Around the vessels 
was a deposit of pigment, which pointed to its traumatic character. 

Ledderhose assumes that in this and in part of the other cases 
the great strain upon the fascia caused its rupture, and that later, with 
the attempts at walking the scar became irritated and hypertrophically 
inflamed. In the cases in which no tearing of the fascia occurred at 
the time of the accident, he believes that the splint which is worn 
for a long time causes retraction and nutritive disturbances of the 
fascia, and that then, when the foot is used, rupture of the fascia oc¬ 
curs in its weakest place, and an hypertrophic scar forms. 

The nodules tend to subside in the course of time. Excision is 
necessary only in occasional cases. An arrangement in the shoe to 
take the pressure off of the tender spot is recommended.— Verhand- 
lungen der dentschen Gesellschaft ficr Chirurgie , xxm Kongress, 1894. 

MALE GENITO-URINARY ORGANS. 

I. Case of Castration for Relief of Enlarged Prostate. 

By C. Mansell Moullin, F.R.C.S. (London). E. B., aged eighty- 
one, was admitted into the London Hospital on June 21, 1894, suf¬ 
fering from retention arising from enlargement of the prostate. 
There was a history of several previous attacks. The prostate as felt 
rectum was enormously enlarged, and no catheter could be passed, 
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the growth blocking the urethra completely. Suprapubic aspiration 
was performed, and after that the patient was able to relieve himself, 
but very slowly and incompletely. At the end of a fortnight no 
progress had been made ; the patient was losing ground, and cystitis 
setting in. Suprapubic prostatectomy was considered too hazardous. 
The formation of an artificial urethra, as the patient was very restless 
and becoming more and more childish, could not be recommended. 
Castration was proposed and agreed to. 

The operation needs no comment; there was no shock, and 
the patient did well. The next day urine came more freely. Ten 
days later the prostate was smaller. Three weeks after the operation 
it had disappeared. An ordinary catheter passed with ease and with¬ 
out having the handle depressed to any extent, and when the finger 
was in the rectum all that could be felt was a fusiform thickening ex¬ 
tending along the catheter, so small and soft that the shaft could be 
felt everywhere through it .—British Medical Journal, November 3, 
1894. 

II. Case of Rupture of Male Bladder Successfully 
treated by Abdominal Section and Suture. By Dr. James 
Murphy (Sunderland). A man, aged twenty-four, spent an hour 
or two, on May 28, 1884, in a public house, during which time he 
drank some seven or eight gills of beer; he then felt a desire to 
pass water, and left the public house to proceed to a urinal round the 
corner. Just as he got outside the door, a runaway horse and cab 
struck him against the wall and knocked him down. He was soon 
after admitted into the Sunderland Infirmary, and some two hours 
after the accident was seen by the reporter. He was a man the very 
picture of health, good tempered, docile, and obedient. He did not 
complain much of pain, nor was he’much collapsed. There was 
slight abrasion of the penis and lower portion of the abdomen ; a 
catheter was passed, and drew off about half an ounce of blood¬ 
stained fluid ; ten ounces of boracic-acid solution were injected with¬ 
out giving much pain; about an ounce returned. On percussion 
there was distinct resonance above the pubes, and distinct dulness in 


MALE GENITO-URINARY ORGANS. 


219 


both flanks. In the left flank a distinct splash could be obtained. The 
diagnosis of ruptured bladder was complete. 

Abdominal section was at once performed, and on opening the 
peritoneum about forty ounces of fluid were removed. The bladder 
was found to have a tear in it going in a straight line from before 
backward over the whole of its fundus,—that is, the rupture ex¬ 
tended from back to front over the whole surface of the bladder, cov¬ 
ered by the peritoneum, and even extended a little beyond that at 
each end. The peritoneum was stripped off the line of rupture for 
one-eighth to one-quarter inch. An assistant seizing each side of 
the ruptured bladder between his fingers and thumbs drew it up. 
With a small needle curved on the flat and held in a needle-holder, 
a series of fifteen catgut sutures were passed through the muscular 
wall of the bladder, beneath the peritoneum, or, rather, internally to 
it, as it was stripped off, introducing the needle about one-eighth 
inch from the margin of the rupture and passing it through the mus¬ 
cular coat as near as possible to, without penetrating, the mucous 
membrane. The sutures were knotted, and ten ounces of boracic 
acid lotion were injected into the bladder, which was found to be 
water-tight. The peritoneum was sutured over the rupture. The 
peritoneum was again washed out, a glass drainage-tube introduced 
into the pelvis, and the abdomen closed. A No. 10 catheter was 
passed into the bladder and secured. To the end of the catheter a 
piece of drainage tubing was attached, which was brought out under¬ 
neath the patient’s thigh, raised between two pads, and the end of 
the tubing was placed in a large bottle underneath the bed in 
such a manner that the nurse could see that the urine was con¬ 
stantly flowing. 

He passed from fifty to seventy ounces of urine daily; for the 
first thirty-six hours it was blood-stained ; the catheter was kept in 
for eight days ; for the following two days the water was drawn off by 
means of a catheter, and for the next four or five days he was told to 
pass his urine every three hours while he was awake. The drainage- 
tube in the abdomen was removed on the second day after the oper¬ 
ation ; he was kept in bed for fourteen days, and he was detained at 
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the hospital twenty-seven days. With the exception of a slight ure¬ 
thritis there was no drawback to his convalescence; he is now per¬ 
fectly well, and his bladder can hold twenty ounces, and possibly 
more if required .—British Medical Journal , November 3, 1894. 

III. Contributions to the Surgery of the Ureters. By 

Dr. Konrad Budinger (Vienna). The author attempts to present 
a systematic and complete treatise on the subject of the surgery of the 
ureters, besides presenting the results of his own experiments on 
animals. 

In case a ureter be divided during an operation the surgeon can 
do one of the following operations: 

(1) Primary nephrectomy, either transperitoneal or retroperi¬ 
toneal, through a new incision. 

(2) Formation of a ureteral fistula in the abdominal wall with a 
view of closing at a secondary operation either by nephrectomy or in 
some other manner. 

(3) Ligation of the kidney end of the ureter to bring about 
atrophy of the kidney. 

(4) Suturing the ends of the ureter together. 

(5) Immediate implantation of the upper piece of the ureter into 
neighboring organs (bladder, rectum, etc.). 

(1) Immediate nephrectomy is most strongly to be condemned, 
partly on account of the danger of the operation, but more especially 
from the fact that one cannot be sure that the other kidney is capable 
of doing the work of both, since it is a frequent occurrence in patients 
with large abdominal or pelvic tumors to find one or both kidneys 
diseased. 

(2) The formation of a fistula in the abdominal wall is, to say 
the least, not good surgery. The escape of urine is always an annoy¬ 
ance, the kidney is open to septic infection through the ureter, and 
the secondary operation is dangerous. In a few instances these 
fistulse have been closed by making an opening from the ureter into 
the bladder. 

(3) It has been found that if a ureter be tied in animals the 
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kidney will atrophy. It is possible that it has been tied in the human 
subject without the knowledge of the operator, and without any detri¬ 
ment to the patient. Simon once closed a ureteral fistula by caustics, 
but was obliged to open it again on account of the pain. 

(4) Numerous operators have sutured the divided ends of a 
ureter together. The methods recommended for this operation are 
as follows : 

(a) Insertion of a soft catheter into the divided ends of the 
ureter and its withdrawal before the last sutures are tied. 

(J?) Opening of the bladder and passing a catheter into the 
ureter. The cut ends can be sutured over the catheter, which is left 
in place several days. 

(V) Dilatation of the lower segment and drawing the upper seg¬ 
ment into it before suturing. 

(7/) Tying the lower end, and making a slit in the side through 
which the upper end can be drawn. 

(5) It is well known that urine can be retained by the rectum 
without producing any irritation, and the sphincter is strong enough 
to allow the rectum to act as a reservoir for it. 

These facts have led many surgeons to implant the ureters into 
the rectum. The results, however, have not been gratifying. The 
ureters have usually broken loose or infection has passed up them to 
the kidney. Moreover, in ectopia of the bladder—the condition most 
frequently requiring this operation—the sphincter is usually weak and 
urine cannot be retained. 

In certain cases of ectopia the ureters have been fastened into an 
artificial urethra after extirpation of the bladder. 

Implantation into the bladder promises good results, but the op¬ 
eration has not been done often enough for one to form an opinion 
of its value. It is done by making an incision in the anterior wall 
of the bladder, then cutting a small hole through the posterior wall 
through which the ureter can be drawn and held in place by sutures. 
Another row of sutures is inserted on the outside of the bladder, 

Novaro makes a one-centimetre incision into the bladder, then 
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slits up the ureter one centimetre, making a V-shaped opening. Two 
limbs of the V are sewed to the edges of the slit in the bladder 
so that the knots will lie inside of the bladder. The remaining side 
of the V is sutured to the bladder by Lembert sutures. An iodoform 
gauze drain is put in the wound and left five days. 

The author has made an improvement in the method of implant¬ 
ing the ureter into the bladder in that he has adopted a method made 
use of by Witzel in gastrostomy. Witzel’s method is to insert a small 
tube into the stomach, then sew two folds of the wall of the stomach 
over it, so that the opening into the stomach leads through a narrow 
passage. 

The operation, as practised on dogs, is as follows: Laparotomy : 
The ureter is found and cut across. A small opening is made into 
the bladder and enough urine let out so that one can easily pick up 
the necessary folds. The end of the ureter is slit up a little and 
thrust through the slit in the bladder. It is held in place by two 
sutures which go through the serous and muscular coats of the two 
organs. A row of Lembert sutures are next inserted which draw two 
folds of the bladder-wall over the ureter and build a canal in which 
it runs. Four sutures are sufficient, one at the opening, two above 
and one below. The distance between the two folds should be about 
1.5 centimetres. 

The advantages of this method are as follows: 

(1) No leaking of urine soon after the operation, since filling of 
the bladder tends to obliterate the canal. 

(2) No sutures are put in the bladder, which might form the 
starting-points for concretions. 

(3) Avoidance of a stricture at the opening of the ureter which 
frequently takes by simple implantation from the numerous sutures 
about the opening. 

(4) Oblique entrance of the ureter through the wall of the blad¬ 
der analogous to its normal course, thereby retaining an important 
factor in the secretion of the urine. 

In certain cases of fistulse, strictures, and injuries at the bladder 
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end of the ureter, operations on the ureter can be made extraperito- 
neal. The old method is to make an incision similar to the one for 
ligation of the iliac artery. 

Israel proposed an incision beginning under the twelfth rib, 
running parallel with this as far as the tip, then obliquely downward 
to near the middle of Poupart’s ligament, and then inward to the 
edge of the rectus muscle. It is not necessary to make the incision 
as long as this in most cases. The under half of the incision is suf¬ 
ficient if one wishes to implant the ureters into the bladder .—Archiv 
fur klinische Chirurgie , Band xlviii, Heft 3. 

G. R. White (New York). 

FEMALE GENITO-URINARY ORGANS. 

I. Case of Extirpation of Sarcoma of Kidney. By 

Dr. L. H. Dunning (Indianapolis). A child, two years old, pre¬ 
sented a large, solid tumor located in the left side of the abdomen, 
extending from beneath the ribs to the crest of the ilium and beyond 
the median line towards the right. The abdomen was markedly pro¬ 
tuberant, and the left half of it was filled with the tumor. The 
abdomen walls were tightly drawn over it, and seemed thin. No 
fluctuation could be elicited, and the tumor seemed fixed. Nothing 
abnormal in quantity or appearance of urine was ever observed by 
parents or physician. The child was markedly emaciated. It was 
difficult for her to walk. She suffered much from indigestion and 
difficult breathing. The tumor was extirpated June 28, 1893. A 
median incision was employed. The tumor was found behind the 
peritoneum. It was easily exposed and brought into view; a very 
long incision was required to deliver it. It extended from one inch 
above the pubes to near the ensiform cartilage. There were not many 
adhesions. The tumor was pedunculated, and sprang from the kid¬ 
ney. The ureter and blood-vessels were tied en masse, and the tumor 
and the kidney removed. No stitches were used in the posterior 
layer of the peritoneum. A careful toilet was made of the peritoneal 
cavity, and the abdomen closed without drainage. The patient made 
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an excellent recovery, and was taken home near the end of the fourth 
week. For a time she continued to gain in health and strength, but 
rapid recurrence took place, causing death nine months after oper¬ 
ation. The primary tumor was shown by microscopical examination 
to be a round-celled sarcoma .—American Gyncecological and Obstet¬ 
rical Journal , November, 1894. 

II. Successful Case of Implantation of a Severed 
Ureter into the Bladder. By Dr. F. Krug (New York). The 
patient was a colored woman, about thirty years of age, whose entire 
pelvis was filled by a solid fibroid mass which reached up to the 
umbilicus, somewhat nodular in shape and absolutely immovable. 

The operation was performed last spring. On opening the ab¬ 
domen, universal adhesions with the parietes and all the viscera were 
found, requiring a good deal of preliminary ligating and severing. 
When the upper border of the tumor had been freed, the left tube 
was found to contain pus. There was also an abscess in the left 
ovary. They were both tied off, and the same procedure was re¬ 
peated on the other side, the right appendages being also the seat of 
extensive suppuration. The larger portion of the fibroid mass being 
wedged in the pelvis, and entirely intraligamentous, it was necessary 
to put in several ligatures on either side before the tumor could be 
shelled out and the uterine arteries reached. It was then found that 
the left ureter had been included in one of the ligatures and had been 
severed, although special care had been taken to avoid just such an 
occurrence. But, owing to the fact that the tumor had grown intra¬ 
ligamentous, and, in unfolding, the two sheaths of the broad ligament 
had pushed the ureter forward, the latter organ ran in front of the 
tumor near the abdominal wall, and was ligated and cut in a place 
where it was least expected. After the entire uterus had been re¬ 
moved, the vaginal opening closed, and the peritoneal flaps brought 
together, the distal end of the cut ureter was tied off, and an inci¬ 
sion of about an inch and a.half was made into the bladder near the 
vertex. A fine needle threaded with finest catgut was then passed 
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into the bladder from without at a point about an inch below the 
incision. The needle was then passed out through the incision, then 
through the ureter from without within, again through the incision in 
the bladder, coming out at a point near the original insertion. A 
second suture was passed in the same way, taking hold of the other 
side of the ureter. The cut proximal end of the ureter was now split 
between the two sutures, and the two sutures loosely tied so as to sus¬ 
pend the ureter in the bladder. The incision in the bladder was then 
closed up by four tiers of running and interrupted sutures, the first 
two tiers including the mucous and muscular layer of the bladder, 
while the next two brought the peritoneal investment together. In 
applying these sutures care was taken not to constrict the ureter by 
too much pressure, and at the same time to close the incision tightly 
enough to prevent leakage. The abdominal wound was now closed, 
and a permanent catheter inserted in the bladder. The latter was 
removed on the fourth day after the operation. The patient was 
catheterized regularly during the next few days, and attended to that 
herself for another week. The bowels moved on the third day. 

Entire convalescence was smooth, without an untoward symptom. 
The patient left the hospital three weeks after the operation, and has 
been well ever since. Cystoscopical examination has since proved 
the patency of the implanted ureter.— American Gynecological and 
Obstetrical Journal\ November 1894. 

III. Hysterectomia Perineo-Vaginalis. By Dr. Schuch- 
ardt (Stettin). During the latter part of the year 1893 the author 
published in the Centralblatt fiir Chirurgie , No. 51, a method by 
which it was possible to remove from below a uterus which had be¬ 
come fixed to the pelvis by carcinomatous infiltration, while in the 
ordinary vaginal extirpation the operation has to be carried on within 
a very limited working space, and the broad ligaments have to be 
tied quite in the dark; by the aid of two accessory incisions the field 
of operation can be so much widened that not only the uterus can be 
easily handled but every vessel can be separately treated and the broad 
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ligament can be easily examined throughout. Both ureters can be 
isolated for a long distance, and, when necessary, a portion of the 
diseased bladder can be removed. 

These accessory incisions are,— 

(1) The lateral division of the entire vaginal wall from below as 
far up as the cervix. 

(2) An incision which is a continuation of the lateral incisions, 
and which is carried posteriorly to a point level with the apex of the 
coccyx, encircling the rectum like a bow. 

During the operation the patient lies upon the back with the 
legs well elevated. The skin incision and the lateral vaginal incision 
are made on the side upon which the broad ligament is diseased. 
The incision begins between the posterior and middle thirds of the 
pudendal lip, curves slightly outward and about the anus, keeping 
about an inch and a half from the latter, and ends on a level with the 
apex of the coccyx. In its anterior part it involves chiefly the fatty 
tissue of the cavum recto-ischiadicum until the outer vaginal wall is 
exposed. From here the vagina is split as far up along its side as the 
cervix uteri. In extreme cases the incision reaches posteriorly to the 
ligamentum sacro-ischiadicum, which need never be divided. When 
necessary the coccyx or even a piece of the sacrum can be removed. 
The rectum does not appear in sight during the entire operation, but is 
covered by the levator ani muscle. The wound gapes so easily that it 
is scarcely necessary to use retractors to get a good view of the field of 
operation. The further technique of the hysterectomia perineo- 
vaginalis is the same as that of the ordinary vaginal extirpation, ex¬ 
cepting that all of the steps are carried out with the greatest ease and 
everything is within view of the eye. 

The experience of Schuchardt involves five cases, all successful, 
in which only one side of the vagina and perineum had to be incised. 
He has found that incision on only one side suffices for the removal 
of deposits from the broad ligament on the opposite side. The dura¬ 
tion of healing is not longer than in the old operation, for in all cases 
he has found the accessory lateral incision firmly healed while the 
stump of the parametrium was still granulating. 


1 


FEMALE GENITO-URINARY ORGANS. 


227 


These incisions heal so quickly that the author has applied this 
in operation upon a fresh case as well as those well advanced. In 
this case the extirpation of the womb, inclusive of the accessory in¬ 
cisions, consumed thirteen minutes. At the end of three weeks the 
patient was discharged cured. 

This operation is very preferable to the sacral and parasacral 
methods in complicated cases, because the technique is much simpler 
and it is more quickly performed, and in contrast to the longer period 
of healing the patient can be dismissed as soon as after the ordinary 
operation .—Verhandlungeji der deutschen Gescllschaft fur Chirurgie , 
xxiii Kongress, 1894. 

James P. Warbasse (Brooklyn). 

IV. The Treatment of Both Mobile and Fixed Retro- 
verted Uteri by Vaginal Fixation. By Dr. Alfred Duhrssen 
(Berlin). The author presents the histories in full of 194 of his 207 
cases of vaginal fixation, a number large enough and observed long 
enough to enable him to render a tolerably correct judgment of the 
worth of the operation. 

The technique of the operation has been modified very exten¬ 
sively of late. At present the operation is done as follows: The pa¬ 
tient is placed on her back, the perineum is retracted by Simon’s 
speculum, and the cervix drawn down with tenaculum forceps. A 
transverse incision one centimetre long is made in the anterior vagi¬ 
nal wall at its insertion in the cervix, this is extended on either side 
with scissors, keeping close to the uterus to avoid injuring the ureters. 
The upper edge of the incision is seized by forceps and retracted 
while the bladder is freed with the finger as high as the top of the 
cervix. It is a mistake to push the finger about in the cellular tissue 
above the bladder. The peritoneum may be opened now or at a later 
stage of the operation. The uterus is brought into anteversion by 
passing a curved needle carrying heavy silk through the body of the 
uterus as high up as possible. By drawing on this suture another can 
be passed higher up ; a third or fourth suture may be necessary before 
the fundus is reached. After the provisional sutures are in place the 
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tenaculum forceps are removed and the cervix pushed back and up 
while the fundus is drawn forward by the sutures. If not already 
opened the peritoneum can be picked up with forceps and incised. 
The free edge of the peritoneum is sewed to the edge of the vagina, 
forming a peritoneal covering to the bladder and preventing it from 
forming adhesions to the uterus. The uterus is examined with the 
finger and any adhesions are ligated and divided. The ovaries are 
drawn out, and if any cysts are present they are touched with a Paque- 
lin cautery. Two or three silkworm-gut sutures are passed in a sagit¬ 
tal direction, beginning by passing through the vagina near the incision 
and the peritoneum attached here, then through the fundus between 
the tubes, making exit one-half inch lower down, then brought out 
into the vagina again. The sutures are held with clamps until they 
are tied, after which the vaginal incision is sewed up longitudinally. 

It is not absolutely necessary to open the peritoneum, and in all 
the earlier cases it was not done. The advantages of doing it are 
that adhesions can be severed which would otherwise cause the oper¬ 
ation to fail, the bladder becomes less involved in the scar, and the 
entire operation can be done under the direction of the eye. 

It is customary to combine this operation with other operations 
on the vagina, cervix, or perineum. Curetting is always done as a 
preliminary measure. 

Of 205 patients operated upon but one has died, a result as 
good as that for curettement. Among 189 cases examined at various 
times after the operation the uterus was found anteflexed in 157, and 
had become retroverted in 47 cases. In at least 34 of these 47 cases 
the relapse had occurred during the first nine months (81 per cent, or 
larger). Seventy-nine cases were found free from recurrence at a 
period varying between nine and thirty-two and a half months. 

Leaving out doubtful cases and those not observed long enough 
we have a total of hi cases, with good results in 79 (71 per cent.) 
and 34 failures (29 per cent.) 

Pregnancy has occurred in twenty-four cases, five of them ter¬ 
minating by abortion. In about half of the cases pain was felt in the 
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back and side, accompanied by more or less trouble from traction on 
the bladder. Twelve cases were observed after the puerperium, and 
the uterus was found anteverted in nine, retroverted in three. 

Most of the cases operated upon were done by old methods. 
The peritoneal cavity was not opened except in a few of the recent 
cases. Where a recurrence has taken place, it was usually found to 
depend upon the presence of peritoneal adhesion attached to the* 
uterus. 

By following the technique here given and seeing that the cases 
have proper care after childbirth, the statistics can undoubtedly be 
much improved .—Archiv fur Gynakologie , Band xlvii, Heft 2. 

G. R. White (New York). 

BONES, JOINTS—ORTHOPEDIC. 

I. A Consideration of 168 Cases of Fracture of the 
Spine. By Dr. Herbert L. Burrell (Boston). The conclusions 
and analysis of 168 cases of fractures of the spine, including 12 
laminectomies (8 by the author and 4 by his colleagues), form the 
basis of this paper. The cases were treated at the Boston City Hos¬ 
pital. Eighty-two cases of fracture of the spine occurred previous to 
1887, in which year the author made a study of them, and concluded 
that the method of treatment which promised most for their relief 
was, as soon as possible after the injury, to anaesthetize the patient, 
suspend him, and, after forcing back into a relatively normal position 
the displaced fragments, to apply a plaster-of-Paris jacket. Although 
in a few instances brilliant results have been obtained by this treat¬ 
ment, the author now, after a further experience of seven years, 
during which 86 additional cases have been observed, has given it up 
as of less value than a carefully-performed operation. 

In the first series of cases there was a percentage of recovery by 
the expectant plan of treatment of 22 per cent.; in the second series 
(86 cases), in which the treatment was largely influenced by his paper 
of 1887, there was a percentage of recovery of 33 per cent. This 
increase of 11 per cent, is striking, and of great value when it is 




230 


SURGICAL PROGRESS. 


considered that we have a hopeless condition to deal with. In the 
first series of cases, 18 patients recovered; 9 recovered “useful,”— 
that is, could walk; and 9 recovered “useless,”—that is, were bed¬ 
ridden. In the second series of cases (86), 28 recovered; 19 were 
“useful,” and 9 were “useless.” Not all of the cases were treated 
by the immediate rectification of the deformity; in fact, it was 
applied during the year 1887 four times; during the year 1888 twice; 
during the year 1889 three times; during the years 1890 and 1891 
twice; and only once in 1893. This shows that the influence of the 
paper was waning, and that surgeons were losing confidence in the 
method; nevertheless, 18 of the 86 cases were treated by immediate 
suspension, correction of the deformity, and fixation by plaster-of- 
Paris jacket; 8 recovered “useful,” a percentage of 44. This is 
a large percentage of recovery, even in selected cases, and it must be 
clearly understood that this method of treatment was not applied in 
cases where there was much shock, for it is a very severe measure. 

Five operations have been performed in the second series of 
cases, 4 of them at the end of several weeks or months, and 1 of 
them immediately following the injury. This last patient died almost 
immediately. The other four cases were not benefited by the opera¬ 
tion. Three of these operations were performed by the writer, and 
in two instances they were performed some weeks after the immediate 
rectification of the deformity had failed. 

The consideration of these statistics and tables of operation con¬ 
vinces the author that the “do nothing” principle of treating these 
cases should be abandoned, and that what we are to do in these cases 
must be done immediately after the injury. Autopsies showed clearly 
in a number of instances that where the bodies of the vertebne were 
displaced upon themselves and the cord was not torn, the pressure of 
twenty-four to forty-eight hours upon the cord produced irremediable 
softening in its substance, so that any relief which we are to give these 
cases must be at once. The tables of operation, although they are 
few in number (five), do not hold out any encouragement as to oper¬ 
ating long after the injury. 
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Of the 8 personal cases of laminectomy 3 were performed for 
spinal caries and paraplegia; 2 of these were brilliant successes, 1 of 
them died; the other 4 cases were for fracture of the spine, 1 alone 
of which was successful, 1 died, and the other 2 recovered “ useless.” 
In none of these instances of laminectomy for fracture of the spine 
had he been able to operate earlier than four days after the injury. 
He is strongly convinced that the next step will be to operate within 
the first twenty-four hours. 

What shall be done in the future with these cases? Shall they be 
treated expectantly, shall they be operated on, or shall they be sus¬ 
pended and the deformity rectified ? From this series of statistics it 
would seem as if immediate rectification gave the best results, but if 
the application of a form of treatment which at best consists of crush¬ 
ing back into its relatively normal position the complex structures 
that make up the spine gives an increased percentage of recoveries of 
11 per cent., how much greater percentage of recovery may we not 
obtain from an early, careful, aseptic operation, with the removal of 
the fragments or plates of bone that may be pressing upon the cord 
by the skilful use of bone-forceps, rather than the use of a “hit-or- 
miss” method of treatment? 

It seems to him, therefore, that all fractures of the spine, includ¬ 
ing those of the cervical region where there is paraplegia or deformity, 
should be operated on unless contra-indications exist in the way of 
shock. This operation should be immediate, for irremediable damage 
occurs to the cord by pressure alone .—British Medical Journal , 
October 27, 1894. 

II. The Operative Treatment of Arthritis Deformans 
and Chronic Articular Rheumatism. By Dr. MOller (Aachen). 
The author presents a careful analysis of cases to determine if opera¬ 
tive procedure is justifiable in chronic joint affections. The indica¬ 
tions for the operation were deformity of the joint, loss of function, 
and severe pain. The joints operated upon were the hip, knee, and 
wrist. The hip was resected eight times for arthritis deformans, with 
results as follows: 
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(1) Patient died from operation. 

(2) Patient not observed long enough after operation to deter¬ 
mine the ultimate result. 

(3) Patient, aged fifty-nine years, free from pain and able to go 
about on crutches. 

(4) Patient, aged forty-nine years, able to go on crutches, with 
prospects of improvement. 

(5) Patient, aged seventeen years, has movable, useful joint. 

(6) Patient, aged seventeen years, able to walk four miles with¬ 
out becoming tired. 

(7) Patient, aged thirty-eight years, two and a half years after 
operation able to do laborer’s work. 

(8) Patient, aged thirty-three years, can walk about without a 

cane. 

In all of the cases there has been relief from pain, and in no 
case has a true recurrence taken place. 

Resection of the knee for the same disease has given results as 
follows: 

(1) Patient died. 

(2) Good result two years after operation. 

(3) The patient was free from pain, and could go around the 
room with help. 

(4) Result good two years after operation. 

(5) Pain continued in the joint, but was probably due to central 
nervous causes. 

(6) Arthrectomy with removal of diseased synovial membrane 
and chiselling off of the cartilaginous growths about the ends of the 
bone. Result good. Movable joint. 

(7) Arthrotomy as in the previous case. Recurrence of the 
deformity but no pain, and the motion was only slightly limited. 

In the wrist the upper row of bones were removed in two cases, 
with a good result in each case. 

For chronic articular rheumatism arthrotomy has been performed 
three times and resection once. Partial resection of the wrist has 
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been done once. In all of these cases the result was reported as 
good and no recurrence. 

The author is still in doubt as to the place the operation will 
have in the future, and is not prepared to go as far as Schuller, who 
asserts that all cases of chronic arthritis resisting therapeutic measures 
should receive operative treatment .—Archiv fur klinische Chirurgie, 
Band xlviii, 1894. 

III. A Further Contribution on the Subject of Bone- 
Disease in Typhoid Fever. By Dr. P. Klemm (Riga). As a 
supplement to an article which appeared in the Archiv fur klinische 
Chirurgie, Band xlvi (abstracted for the Annals of Surgery for 
July, 1894), the author presents the history of another case of bone- 
disease in typhoid fever. 

A boy, sixteen years old, entered the hospital October 29, 1893. 
When nearly cured of his typhoid developed a swelling of the thigh, 
which increased rapidly and became emphysematous. He died 
December 25. The autopsy showed typical bone lesions of typhoid. 
There was a superficial necrosis on the outside of the femur, the peri¬ 
osteum was destroyed, and the marrow was red and hasmorrhagio but 
not fluid. About half a litre of fluid was evacuated, which was made 
up for the most part of detritus from broken-down tissues and fat with 
but few leucocytes. Careful bacteriological examination showed the 
presence of two kinds of bacilli, the bacillus of typhoid and the 
bacillus coli communis. 

We must assume that the typhoid bacilli were carried by the 
blood and set up a pathological process in the bone and the neighbor¬ 
ing soft parts, differing from suppuration but resembling more the pro¬ 
cess that takes place from irritants placed under the skin. The bacilli 
coli communi must have been carried in the same way, and had an 
action synergic with the typhoid bacilli, besides causing the formation 
of gas. 

The pathological significance of the bacilli coli communi is still 
in dispute, but in this case at any rate this organism must be consid- 
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ered an important factor in the pathological process.— Arcliiv fur 
k Uni sc he Chirurgie , Band xlviii, Heft 4. 

G. R. White (New York). 

IV. Operative Abortive Treatment of Osteomyelitis. 

By Dr. Karewski. In the surgical polyclinic of the Jewish Hospital 
and in private practice Karewski has treated a large number of cases 
of osteomyelitis, among which the early cases are of especial interest. 
Fourteen cases come into account in considering the early operation, 
— i.e. , cases which came to the operation within the first ten days, by 
which the appearance of constitutional symptoms is prevented and 
local disturbances to any considerable degree do not develop. Only 
under such circumstances can one speak of early operation. Exten¬ 
sive suppuration, necrosis, and metastasis always endanger life and 
the diseased limb. The important point in the therapy of the disease 
is that acute osteomyelitis can be diagnosed in the early stages when 
the symptoms of the inflammation appear, by the fever, pain, swell¬ 
ing, and functional disturbances. In children it must be remembered 
that diseases giving similar symptoms are very rare. 

Out of the fourteen cases, six were operated upon before any 
suppuration could be discovered. In these the periosteum was very 
hypenemic, injected, and oedematous. In the bone a very small 
capillary fistula was found here and there, from which a drop of pus 
oozed. When the medullary canal was opened the marrow pressed 
out, and was observed to be bluish-red, hyperasmic, and dotted with 
small points of suppuration. In other cases a periosteal abscess had 
formed, and the changes in the marrow were even more advanced. 

Of the first six cases, three were taken from the third to the 
fourth day, and three from the fourth to the seventh day of the dis¬ 
ease. Of the others, five were taken on the fourth to the sixth day, 
and three on the seventh to the tenth day. In the first group were 
no metastases; in the second group many suppurative foci were ob¬ 
served in six cases. 

Karewski in all cases chiselled open the entire length of the 
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bone, and removed the whole of the diseased marrow. The operation 
can be done without hesitation, and is well borne by young children 
when care is taken that no large amount of blood is lost. Out of his 
fourteen cases he had no deaths, and in from three weeks to six 
months saw all of the patients fully recovered without any necrosis or 
fistula remaining. Nor were any recurrences or disturbances of 
growth observed. A number of the younger children died later of 
other diseases. Karewski presented before the Congress a boy who 
had been operated upon eight years before; a girl two years pre¬ 
viously ; and a third operated upon eight months before, and which 
had been healed for four months. 

On the other hand, he lost a thirty-year-old man from septi¬ 
caemia, who had been operated upon for influenza-osteomyelitis. 

As a rSsume he thinks it proper to speak of the early operation 
as the abortive treatment of osteomyelitis.— Verhandlungen der 
dents chen Gesellschaft fur Chirurgie , xxm Kongress, 1894. 

V. Early Operation in Osteomyelitis. By Dr. E. 

KOster (Marburg). Kiister classifies as osteomyelitis all bone inflam¬ 
mations due to microbic infection, whether the disease begins in the 
marrow, the spongiosa, the cortex, or the periosteum. Periostitis 
albuminosa, etc., he calls osteomyelitis albuminosa, etc. He observes 
that the infection can reach the bone through the skin, but in such 
cases there is always a furuncle or caruncle preceding the osteomyelitis. 
Inasmuch as this is often produced by suppurative skin-diseases or 
scratching the skin, a lack of cleanliness plays a more important role 
than had previously been supposed. 

In the treatment of this condition he recommends the early 
chiselling out of the diseased bone-marrow. The modern operation 
dates back to 1881, since when Kiister has operated upon twenty-four 
cases. Of these, fourteen were treated in the first two weeks of the 
disease; nine healed without fistula, five with fistula, and none died. 
In the third week of the disease three were operated upon, of which 
two died, and one was discharged with a fistula. In the fourth week 


2 36 


SURGICAL PROGRESS. 


three were operated upon, of which two were completely cured, and 
one discharged with a fistula. During the fifth to the seventh week 
of the disease four were operated upon ; of these, two died, one was 
discharged with fistula, and one with ankylosis. As far as conclusions 
may be drawn from such a small number of cases, it would seem that 
by far the most favorable time for operation is the first two weeks. 
The results for the third week are very unfavorable; and in the fourth 
week the cases do considerably better, though these were milder cases. 
From that time on the prognosis becomes poorer. 

Kiister has repeatedly observed that when the bone is cut down 
upon immediately after the appearance of very acute local symptoms, 
only a bloody infiltration of the bone or a very small pus focus is 
found. After chiselling out this area the wound heals very quickly. 
The more extensive the purulent infiltration, the more uncertain is 
the result of operation, both with regard to the danger to life and the 
probability of curing the disease. For this reason he favors opera¬ 
tion as soon as the diagnosis is established, which is no difficult matter 
in the majority of cases, and especially in the osteomyelitis of the 
long bones. In cases of very extensive disease Kiister does not simply 
chisel out the diseased bone, but performs the osteoplastic operation 
of Liicke. — Verhandlungen der deutschen Gcsellschaft fur Chirurgie , 
xxiii Kongress, 1894. 

VI. The Early Operative Treatment of Osteomyelitis. 

By Dr. Schede (Hamburg). In the discussion provoked by the paper 
of Karewski on the abortive treatment of osteomyelitis, Schede observed 
that after an experience with some forty cases at Friedrichshain he 
has concluded that by an early opening of the abscess and marrow- 
cavity he could satisfactorily cope with the disease. His experience 
in Hamburg has corroborated this view. 

Within the last fourteen years he has had at Hamburg 155 cases. 
These he divided into (1) those with severe general disease, in which 
the osteomyelitis is not the most important condition ; and (2) those 
in which the local disease is the most prominent. 
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The cases of the first group came to the hospital early. At the 
operation the medulla was found congested and often suppurating. 
After two or three days the patients died, and at the autopsies 
abscesses were found in the internal organs. These were the pictures 
of severe septico-pyaemia. It does not make any difference whether 
the bone is chiselled out or not. In fact, Schede has observed that 
the results are worse when the bone is chiselled than when the abscess 
is simply incised. In the cases which did not terminate fatally the 
fever continued after the cutting out of the bone on account of the 
severe general infection. 

Good results can be obtained in the cases of the second group 
by an early bone operation. As far as these cases are concerned 
Schede agrees with Kiister and Karewski on the value of early operation. 

Out of 155 cases he has lost thirty-three. That is a mortality of 
20 per cent. He regards the most dangerous localization of acute 
osteomyelitis that which occurs in the lower jaw. Four out of eleven 
such cases died. The osteomyelitis mandibulse often follows the 
extraction of a tooth. It is always a question in these cases whether 
the osteomyelitis is a result of the extraction or whether it was the 
osteomyelitis that drove the patient to the dentist. Osteomyelitis of 
the pelvis he also regards as very serious .—Verhandlungen der 
dentschen Gesellschaft fur Chirurgie , xxm Kongress, 1894. 

VII. Osteochondritis Desiccans. By Dr. E. Staffel 
(Chemnitz). Staffel demonstrated before the surgical congress a 
preparation of osteochondritis desiccans of the shoulder which oc¬ 
curred in a laboring man, forty years of age. The patient, who was 
an especially strong man, received a blow against the hand of the 
outstretched arm so that it was transmitted to the shoulder. He imme¬ 
diately felt something snap in the shoulder-joint, and felt some pain, 
though he was able to continue at his work the rest of the day. From 
that time on the shoulder gradually enlarged. There was no increase 
of temperature during fourteen days of observation in the hospital. 
Eleven weeks after the injury there was a very considerable hydrops 
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articuli, and a loud crepitation with every movement. The arm was 
entirely useless. The joint was incised by the incision of Hueter, 
and 300 cubic centimetres of clear fluid evacuated. The larger part of 
the head of the humerus was absent. There was no trace of it in the 
joint cavity. The surface from which the head had been separated 
was perfectly smooth and firm, and was scattered over with little tabs. 
These were composed of connective tissue containing a few cartilage 
cells. 

The remainder of the head of the humerus was resected, and the 
wounds healed. The arm can now be elevated twenty degrees above 
the horizontal, and the patient has resumed heavy labor. 

This case is very similar to one reported by Riedel before the 
congress in 1890, in which the hip-joint was involved. 

That this is not a case of traumatic incomplete fracture of the 
head with subsequent absorption of the dislocated fragment is evi¬ 
dent from the fact that the patient was able to continue with his 
heavy labor for the whole of the day, after the accident. 

Similar defects of the head of the humerus have been described 
by Kramer 1 and by Kupfer . 2 —Verhandlungen der deutschen Gesell- 
schaft fur Chirurgie , xxm Kongress, 1894. 

VIII. Treatment of Congenital Bone Defects in the 
Forearm and Leg. By Dr. Rincheval (Cologne). Professor 
Bardenheuer two years ago presented a new method for the operative 
treatment of these deformities. His operation in the forearm con¬ 
sisted in replacing the defect, at least at its lower part, with bone, 
and thereby permanently correcting the deformed position of the 
hand. 

The operation is performed as follows: By a longitudinal inci¬ 
sion the distal end of the ulna and the carpus are exposed, and the 
first isolated from its attachments. The ulna is then split through its 
middle into a radial and an ulnar section. These are separated by 

1 Berliner klinische Wochensckrift, 1882, No. 2. 

2 Ckirurgenkongress, 1882. 
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allowing the carpal bones to come up between them. By means of a 
nail through each side, the ends are fixed to the carpus. A plaster 
bandage is applied, and left on for four or five weeks. 

This operation is easily carried out. It has been done three 
times by Bardenheuer,—twice for congenital absence of the radius in 
an eighteen-months-old child and in a seven-weeks-old baby, and 
once in a ten-year-old boy, whose radius had been removed at its 
lower part for caries, leaving the hand in a position of varus. 

The results in all three cases were good, both from a functional 
and cosmetic point of view. In all cases the deformity was perma¬ 
nently corrected. The movability of the hand was almost normal. 
There was no disturbance in the longitudinal growth of the bone. 
In the first case operated upon there was a very pronounced growth 
of the deformed extremity a year after the operation. 

The same principle may be adopted in the treatment of other 
defects. In cases of congenital defect of the tibia or fibula the same 
operation has been done once in each. The best result was obtained 
in the fibular defect .—Verhandlungen der dents chen Ges disc haft fur 
Chirurgie , xxm Kongress, 1894. 

IX. The Treatment of Typical Fractures of the Lower 
Extremity of the Radius. By Dr. Ferd. Petersen (Kiel). In 
the “ festschrift” in honor of Esmarch’s seventieth birthday Petersen 
described a simple method for the treatment of fractures of the lower 
extremity of the radius. The forearm nearly as far forward as the 
fracture rests in a sling, while the hand, in ulno-volar flexion, hangs 
over the edge of the cloth. This position of the hand is directly 
contrary to that usually employed. The treatment must, of course, 
be preceded by a thorough reduction of the deformity. The method 
was tried on a colleague. After twenty days he was able to use the 
injured arm in driving. Superficial examination showed nothing ab¬ 
normal at the seat of fracture. More thorough examination revealed 
a very small ridge at the line of fracture. The arm is as useful as 


ever. 
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A number of cases treated by this method showed that the pa¬ 
tients were able to resume work after from one to three weeks. The 
conclusions reached are,— 

(1) The hanging of the hand over the edge of a sling suffices to 
keep the bones in position. 

(2) The seat of the fracture is always before the eye, and any 
change can be immediately detected. 

(3) The callus can develop freely, and the moderate amount of 
congestion facilitates consolidation and hastens healing. 

(4) The possibility of active and passive movements and massage 
of the hand and fingers is a final advantage of this mode of treat¬ 
ment.— Verhandlungen der deutschen Gesellschaft fur Chirurgie , 
xxiii Kongress, 1894. 

X. Resection of the Ilium for Acute Osteomyelitis. 

By J. A. von Bergmann (Riga). The author has tried the oper¬ 
ation recommended by the French for resecting the diaphysis in acute 
osteomyelitis. In an osteomyelitis of the tibia he only chiselled out 
the entire diaphysis, though there seemed to be sufficient indication 
for a total resection. Notwithstanding the broad opening, suppura¬ 
tion took place in the knee and ankle-joints, and the leg had to be 
amputated in the thigh, which might have been avoided had a total 
resection of the diaphysis been done at once. 

Diffuse softening of the spongy ends of the diaphysis of the mar¬ 
row bones, especially when the spongiosa is infiltrated with miliary 
abscesses, and extensive separation of the periosteum, are urgent indi¬ 
cations for total resection of the diaphysis. The same conditions 
hold true with the flat bones. 

Of the thirty-five cases of osteomyelitis of the ilium, which are 
in the literature, but eleven were cured. In six cases the result is not 
known, and eighteen died. 

When the distinction of Ollier is made, which classifies osteo¬ 
myelitis of the ilium with paracetabular localization as distinct from 
that with localization in the peripheral parts of the bone, out of the 
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eleven cured cases nine belong to the latter category. Of the six 
cases with unknown results two had a paracetabular localization ; 
while out of the eighteen fatal cases in fifteen the disease was localized 
about the acetabulum. 

Bergmann is of the opinion that the above paracetabular cases 
were not treated radically enough. He has cured four out of seven 
cases of osteomyelitis of the ilium by partial resection of larger or 
smaller segments of the bone. 

One case died after a partial resection of the ilium. Two cases 
were treated by total resection of the ilium, and healed with good 
functional results. 

A sixteen-year-old boy presented the following history : He was 
seized with pain in the groin and fever. Three weeks later he was 
received at the hospital. He was weak, and had a temperature of 
39 * 5 ° C. The left knee was flexed, thigh rotated outward and ab¬ 
ducted and fixed at an angle of flexion at 160°. Passive rotation of 
the hip showed the joint to be smooth. Swelling was present in the 
entire internal iliac fossa as far down as the groin. Questionable 
fluctuation. A vertical incision was made near the spina ossis ilii ante¬ 
rior. The bone was exposed, and the periosteum easily shoved aside. 
In the bone scattered foci were found in the softened and hyperaemic 
spongiosa. These contained no pus. A hole, several centimetres in 
diameter was trephined through the thickness of the wing of the bone. 
An incision was made over this, and a tampon for drainage of the 
iliac fossa introduced from without. An osteomyelitic focus was laid 
open in the larger trochanter, which contained about one drop of pus. 
At first the temperature declined. The leg was more freely movable. 
The general condition of the patient did not much improve. Decu¬ 
bitus occurred over the sacrum. Two weeks after this a large abscess 
opened in the internal iliac fossa. The temperature declined, and 
then again ascended. 

Five weeks later an incision was made parallel to the crest of the 
ilium, and a strip of bone the width of the hand was turned down. 
The bone incisions showed the wing of the ilium to be sound, but 
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that the disease was below. The diseased ilium was easily separated 
in the hip-joint from the ischium and pubis. The head of the femur, 
which was intact, lay free in the wound. A tampon of gauze was 
introduced, and the large flap of bone and soft parts was sutured to 
the crest of the ilium. 

After the patient had recovered from an erysipelas, through which 
he passed, he was.finally discharged from the clinic with but a mod¬ 
erate limitation in the movements of the hip-joint. Later on the 
movements in the hip became freer, and he became strong and 
well. 

Another case was that of a girl, six and a half years old, who 
fell upon the right hip. A few days later she developed headache, 
fever, and pain in the back of the hip. She was received in the 
hospital two weeks later. She was pale and emaciated, and distinct 
fluctuation could be made out on both the outer and inner sides of 
the ilium. An incision was made just below the crest throughout its 
whole length, and the bone chiselled through. The periosteum was 
found separated from the bone by pus. The lower epiphysis was 
easily separated without opening the joint, and thus the ilium was 
resected. The wound was not sutured, but the flap of soft parts and 
periosteum was brought up to the crest, and the anterior and poste¬ 
rior angles of the wound tamponned with gauze. Five weeks later 
the patient was discharged. The scar was depressed, but there was 
already some regeneration of bone, and she was able to run about 
without difficulty. 

Bergmann remarks that in 1845 Larghi in the same manner oper¬ 
ated for a total sequestrum of the wing of the ilium. 

Technically the operation is not difficult. The conditions for 
regeneration of the bone are very good. The two surfaces of peri¬ 
osteum which lie against one another have formed between them a 
very thin layer of bone, which fully compensates for the loss.— Ver- 
handhmgen der deutschen Gesellschaft fur Chirurgie , xxm Kongress, 
1894. 
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XI. Total Resection of the Hip-Joint. By Dr. Barden- 
heuer (Cologne). Bardenheuer presented four patients upon whom 
he had done this operation. In three cases a total resection of the 
acetabulum and in one case a partial resection of the same was done. 
In three cases a total resection of the upper end of femur, and in one 
only a concentric resection of the head was done. 

The author showed the advantages of the method of fixing the 
leg at an angle of three-fourths of a right angle, and laid especial 
stress upon the importance of removing all the diseased bone from 
the acetabulum. By this means a complete cure without fistula can 
be almost always affected, The functional result is a good one. 
Ankylosis is the result. 

The patients step upon the flat of the foot without a lift, have a 
firm tread, do not waddle, and are able to walk long distances with 
comfort. — Verhandlungen der dentschen Gesellschaft fur Chirurgie, 
xxiii Kongress, 1894. 

XII. Pathologico-Anatomical Demonstration of the 
Operation for Congenital Dislocation of the Hip. By Dr. 

Hoffa (Wurtzburg). Hoffa demonstrated the pelvis of a child three 
years old upon which, several months before, he had performed a 
double-sided operation for congenital dislocation of the hip. After 
complete healing of the wounds, the child had developed diphtheria 
and died. The preparation showed that a good joint had formed, 
the new acetabulum had become covered with a complete layer of 
hyaline cartilage, whereas at the time of operation it was soft and 
spongy bone. — Verhandlungen der deutschenGesellschaft fur Chirurgie, 
xxiii Kongress, 1894. 

XIII. Flexure of the Neck of the Femur. By Dr. Hof- 
meister (Tiibingen). This disease, which was first described by 
Ernst Miiller in 1888, has been found in Bruns’s clinic to be not so 
rare a condition as had been hitherto supposed. Hofmeister has been 
able to add thirty-three new cases to Muller’s original four. Out of 
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forty-seven cases of genu valgum examined by him during the past 
five years were twenty-two cases of curvature of the femoral neck. 

The disease begins insidiously with pain in the hip which may 
radiate to the knee. At first the pain appears only after long walking 
or standing. Often all that the patient notices is that he becomes 
easily tired. The trouble may be so great that the patient has to go 
to bed. 

The disease occurs either in early childhood or, more frequently, 
at the time of puberty, as is the case with genu valgum infantum and 
adolescentium. 

The objective signs are a more or less pronounced limp and usu¬ 
ally an unusually prominent trochanter. The limp is due to an actual 
shortening of the leg, measured from the spine to the malleolus. 
The trochanter is elevated one and a half to seven centimetres. 

Usually there is a very evident atrophy of the thigh muscles of 
the diseased side. 

In all cases there is a marked limitation of abduction, and some¬ 
times it is entirely checked. Adduction is usually free. In the great 
majority of cases the thigh is rotated outward. Inward rotation is 
limited or impossible, but outward rotation is, as a rule, free, and can 
be carried beyond the normal. Flexion can be carried farthest when 
combined with outward rotation. 

In double-sided cases the signs are very characteristic. The 
patient can kneel only when the legs are crossed ; the act of bowing 
is performed with difficulty; and the legs cannot be closed in sitting. 
The patient usually has a large skeleton with insufficient muscular 
development, and there is but seldom a trace of earlier rachitis. 

The anatomical explanation of the changes of form and disturb¬ 
ances of motion, which was first made by Muller, and later described 
by Lauenstein and Hoffa, rests in a bending downward of the neck 
of the femur. The outward rotation is explained by a simultaneous 
backward bending of the neck. 

In consideration of the deviation in the direction of adduction 
the designation “coxa vara” seems especially applicable to this 
disease. 
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Etiologically the weight and the muscular tension of the body 
upon the neck of a femur, weakened by rachitis or the so-called “ late 
rachitis” of Mikulicz, are answerable for the disease. 

Differential diagnosis can be established by careful examination. 
The outward rotation in coxa vara is not combined with abduction as 
in coxitis incipiens. The relatively mild subjective symptoms are in 
no wise in proportion to those of a coxitis, which presents equally 
severe objective symptoms due to a dislocation upward of the acetab¬ 
ulum. 

The treatment consists in strengthening the bone by the use of 
phosphorus, massage, etc. It should also be protected from further 
pressure. In severe double-sided cases subtrochanteric osteotomy 
comes into consideration. Resection is scarcely justifiable. — Ver- 
handlungen der deutschen Gesellschcift fur Chirurgie , xxm Kongress, 
1894. 

XIV. Eighteen Exarticulations at the Knee. By Dr. 

Habs (Magdeburg). The eighteen cases were all cured. The indi¬ 
cations for amputation were three sarcomata, one gangrene after extir¬ 
pation of a popliteal aneurism, one chronic osteomyelitis of the tibia, 
and thirteen cases of traumatism of the leg. 

The operation usually done was that with the formation of a large 
anterior flap. This flap contained the patella. The capsule and 
synovialis were not removed. 

These patients were able to bear the weight of the body in walk¬ 
ing directly upon the end of the stump, and the distribution of the 
weight did not have to be made over the surface of the thigh by a 
conical socket. Patients which were operated upon during the period 
of growth in later years had femora of equal lengths.— Verhandlungen 
der deutschen Gesellschcift fur Chirurgie , xxm Kongress, 1894. 

James P. Warbasse (Brooklyn). 



